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Increased risk of tuberculosis (TB) associated with HIV-1 infection is primarily attributed to
deficient T helper (Th)1 immune responses, but most people with active TB have robust
Th1 responses, indicating that these are not sufficient to protect against disease. Recent
findings suggest that favourable outcomes followingMycobacterium tuberculosis infection
arise from finely balanced inflammatory and regulatory pathways, achieving pathogen con-
trol without immunopathology. We hypothesised that HIV-1 and antiretroviral therapy (ART)
exert widespread changes to cell mediated immunity, which may compromise the optimal
host protective response to TB and provide novel insights into the correlates of immune pro-
tection and pathogenesis. We sought to define these effects in patients with active TB by
transcriptional profiling of tuberculin skin tests (TST) to make comprehensive molecular
level assessments of in vivo human immune responses at the site of a standardised myco-
bacterial challenge. We showed that the TST transcriptome accurately reflects the molecu-
lar pathology at the site of human pulmonary TB, and used this approach to investigate
immune dysregulation in HIV-1/TB co-infected patients with distinct clinical phenotypes
associated with TST reactivity or anergy and unmasking TB immune reconstitution inflam-
matory syndrome (IRIS) after initiation of ART. HIV-1 infected patients with positive TSTs
exhibited preserved Th1 responses but deficient immunoregulatory IL10-inducible
responses. Those with clinically negative TSTs revealed profound anergy of innate as well
as adaptive immune responses, except for preservation of type 1 interferon activity, impli-
cated in impaired anti-mycobacterial immunity. Patients with unmasking TB IRIS showed
recovery of Th1 immunity to normal levels, but exaggerated Th2-associated responses spe-
cifically. These mechanisms of immune dysregulation were localised to the tissue microen-
vironment and not evident in peripheral blood. TST molecular profiling categorised different
mechanisms of immunological dysfunction in HIV-1 infection beyond the effects on CD4 T
cells, each associated with increased risk of TB disease and amenable to host-directed
therapies.
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Author Summary
HIV-1 infected people have substantially increased risk of tuberculosis (TB) leading to a
large burden of disease worldwide. We aimed to investigate how HIV-1 causes this effect
by altering human immune responses. We measured the products of all immune genes at
injection sites of sterilized TB under the skin, in order to look for differences between TB
patients with and without HIV-1. We found that the predominant effect of early HIV-1
infection was to diminish a component of immune responses that contributes to preven-
tion of harmful inflammation. In more advanced HIV-1, we found almost complete
absence of any immune response to TB except for immune activity which is normally part
of our defence against viruses, but may also weaken immune protection against TB. In
some patients, TB becomes apparent after starting treatment for HIV-1. In these patients
we found that most immune responses had recovered to normal levels, but that one type
of response sometimes associated with asthma and allergies was exaggerated. Our findings
provide new insights into how HIV-1 can affect immune responses and changes to the
immune system that are associated with risk of TB, which will inform the development of
new strategies to improve protective immunity.
Introduction
One and a half million deaths are attributed to nine million new cases of active tuberculosis
(TB) per annum [1]. Most individuals infected withMycobacterium tuberculosis (Mtb) do not
develop disease, but co-infection with Human immunodeficiency virus (HIV)-1 substantially
increases this risk, even before progression to advanced acquired immunodeficiency syndrome
(AIDS) [2,3]. HIV-1 associated TB presents more frequently as primary infection and extrapul-
monary or disseminated disease [4], suggesting inadequate immunological control of Mtb. In
addition, rare genetic immunodeficiencies show unequivocally that interferon (IFN)γ
responses and signalling pathways associated with CD4 T helper (Th)1 immunity are necessary
for protection against mycobacterial infection generally [5]. However, most people with active
TB typically exhibit robust Th1/IFNγ responses [6,7] that may even contribute to immunopa-
thology [8,9]. Therefore, factors other than Th1 immunity must contribute to protection.
Recent findings suggest that favourable outcomes following Mtb infection arise from finely bal-
anced inflammatory and regulatory pathways, and point to a putative detrimental role for type
1 IFNs [10–13]. Investigation of HIV-1 associated TB has focussed on deficient CD4 T cell
responses which are evident before severe depletion of circulating CD4 T cells in AIDS [14].
However, HIV-1 infection also causes persistent type 1 IFN responses and chronic immune
activation by diverse mechanisms [15–17]. Therefore, increased TB disease in HIV-1 infected
patients may arise as a result of inadequate inflammatory responses that are unable to control
bacillary growth, or exaggerated inflammatory responses that lead to increased immunopatho-
genesis. The latter are widely implicated in the mechanism underlying TB immune reconstitu-
tion inflammatory syndrome (IRIS) which can occur after initiating treatment for HIV-1 with
antiretroviral therapy (ART) [18,19]. We hypothesise that unbiased genome-wide assessments
of anti-mycobacterial immune responses in HIV-1 patients with and without IRIS may identify
deficient responses that contribute to host protection against TB, or exaggerated responses that
drive its pathogenesis. These may also extend our general understanding of immunological
correlates of protection and pathogenesis in TB, and thereby allow better stratification of the
risk of disease after Mtb infection, rational design of novel vaccines and development of host-
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directed therapies to radically shorten duration of treatment or mitigate against increasing TB
drug resistance [20,21].
Systems level assessments of human immunobiology in active TB have principally described
changes in peripheral blood transcriptional profiles. Quantitatively these changes correlate
with disease severity and resolve with treatment [13,22,23]. Therefore, differences between
patient populations in cross-sectional studies are likely to be confounded by differences in the
bacillary burden and duration of infection, neither of which can be measured accurately. More-
over, recent longitudinal functional imaging studies in experimental non-human primate mod-
els and in patients with active TB revealed that different foci of disease within the same host
show autonomous and discordant activity [24–26], indicating localised immunopathology
within the tissue microenvironment which may not be represented faithfully by measurements
in the systemic circulation. In order to address these limitations, we undertook whole genome
transcriptional profiling of biopsies from the tuberculin skin test (TST) in order to make com-
prehensive molecular level assessments of human immune responses to TB at the site of a stan-
dardised experimental challenge. Clinical inflammation in response to the TST has been widely
used as a measure of anti-mycobacterial T cell memory [27,28], but we have previously shown
that transcriptional profiling of the TST in healthy people provides quantitative and qualitative
measurements of multivariate molecular components of innate and adaptive cell mediated
immunity [29]. Importantly, we were also able to detect changes in transcript abundance in the
absence of clinical inflammation, and thereby identify immune responses in TSTs that would
otherwise be described as anergic by conventional assessments. This offers unprecedented
opportunities to assess immune responses to TB in patients with advanced HIV-1 infection
who frequently exhibit clinically negative TST responses [30].
In this study we demonstrate that transcriptional profiling of the TST in patients with active
TB accurately models molecular pathology within foci of pulmonary TB. We use this approach
to identify changes to in vivo human immune responses to TB at different stages of HIV-1
infection in patients with clinically positive or negative TSTs and in patients with unmasking
TB IRIS, each group representing different immunological states associated with increased risk
of active TB or increased immunopathology. By taking a genome-wide approach, we test the
hypothesis that the dysregulation of anti-mycobacterial responses in each of these states
extends beyond selective deficiency or exaggeration of Th1 responses to other immunological
components that may also contribute to increased risk of TB.
Results
Molecular profiling of the TST in HIV-1 negative patients with active TB
We first sought to describe the response to 48 hour TSTs in HIV seronegative patients with
active TB as early as possible after diagnosis and within one month of starting anti-mycobacte-
rial treatment. The TST caused clinically evident inflammation and histology revealed leu-
kocytic infiltrates consistent with a cell mediated immune response (Fig 1A and S1 Fig). A TST
transcriptional signature was identified, comprising 1725 genes with significantly increased
transcript abundance compared to biopsies of control saline injections (Fig 1B). Transcription
factor binding site (TFBS) enrichment analysis was used to infer upstream regulation of the
TST gene signature. Binding sites for NFκB family members showed most statistically signifi-
cant enrichment, but enrichment of IRF2, STAT1 and STAT3 binding sites were also evident,
consistent with innate immune, IFN and other cytokine stimulated signalling associated with
each of these transcription factors (Fig 1C and S1 File). Pathway analysis of this gene set con-
firmed well established components of cell mediated immunity including enrichment of che-
mokine activity, antigen presentation, T cell activation and IFN signalling (Fig 1D, S2 File).
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Fig 1. Bioinformatic andmodular analysis of the TST signature in HIV negative patients with active TB. (a) Representative example of histological
leukocytic infiltrate associated with a clinically positive TST. (b) Frequency distribution of median fold increases in TST transcript abundance in HIV-1
seronegative patients with active TB (n = 16) compared to site of saline injections (n = 8). TFBS enrichment analysis for this gene list is shown indicating the
number of genes and statistical enrichment (Z score) associated with selected transcription factors (c). Associations with top twelve most statistically
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Although peripheral blood transcriptional changes in active TB have been reported within the
first week of treatment [23], differences in the duration of treatment of individual patients in
the present study were not associated with segregated clustering of TST transcriptional signa-
tures in principal component analysis (PCA) (S3A Fig). Likewise, the TST transcriptional pro-
file of patients with pulmonary and extrapulmonary TB clustered together in the PCA (S3B
Fig), indicating that neither time on treatment within one month, nor site of active TB disease,
caused substantial confounding of the transcriptional response to tuberculin challenge.
In order to validate and extend these analyses, we derived predefined cell-type and stimulus-
specific gene modules (S3 and S4 Files) from independent experimental data to investigate the
relative enrichment of each module within the genome-wide transcriptome of TSTs compared to
control saline injections. Cell type specific modules were derived by comparison of transcrip-
tomes from selected purified immune cells (S4 and S5A Figs), and independently validated in
data sets from purified cell types and diverse tissue specimens in which module enrichment was
consistent with histological assessments of cellular composition (S5B–S5G Fig). Cytokine or
innate immune stimulus-specific modules were derived from differential transcriptional
responses of monocyte derived macrophages (MDM) to selected cytokines associated with alter-
natively polarised T cell function and to selected innate immune stimuli associated with Mtb or
alternative pathogens (S6 Fig). Analysis of cellular modules showed selective accumulation of cir-
culating leukocytes within the TST. T and NK cell, monocyte and neutrophil derived modules
were most enriched, but there was significantly less enrichment of the B cell module (Fig 1E).
Cytokine specific gene modules showed greatest enrichment of IFNγ inducible transcripts, which
we infer to predominantly reflect Th1 activity. Some enrichment of TNFα activity, which is also
thought to contribute to protection to immune protection in TB [31], and IL4/IL13 activity asso-
ciated with Th2 polarised responses [32] were also evident to a lesser degree (Fig 1F). Innate
immune specific modules showed enrichment of genes exclusively upregulated by Mtb and
TLR2 stimulation, but not genes exclusively upregulated by TLR4 or Streptococcus pneumoniae
(Spn) (Fig 1G). Although TLR2 is a well-established innate immune receptor for both Mtb and
Spn, TLR2 independent responses to Spn are also recognised [33,34]. Therefore, we interpret the
absence of any modular enrichment for TLR4 and Spn exclusive responses as evidence for spe-
cific anti-mycobacterial innate immune responses within the TST rather than non-specific
inflammation. In order to confirm that differences in duration of treatment or site of disease did
not confound the TST transcriptome at systems level, we also showed that neither of these vari-
ables affected the expression of cell type or stimulus specific modules (S7 Fig).
In order to test the validity of the TST as a model for TB immunopathology, we next
assessed the expression of the TST signature within published genome-wide transcriptomes of
human lung TB granulomas and healthy human lung [35]. The geometric mean expression for
the TST gene signature was greater within TB granulomas (Fig 2A) and correlated precisely
with the magnitude of genome-wide transcriptomic differences between granulomatous TB
and healthy lung tissue, which was represented by molecular distance to health (MDH) for
each of the granulomatous lesions. In contrast, a signature of the same number of randomly
selected genes showed no correlation (Fig 2B). Moreover, the correlation between MDH and
the geometric mean of the TST signature was statistically stronger than that of any other cell or
stimulus specific gene expression module (Fig 2C), suggesting that the TST signature better
reflects variability at the site of disease than any of its component parts. Changes in peripheral
enriched REACTOME functional pathways are represented in a network plot (d), in which the edges indicate associations between genes (blue nodes) and
named pathways (red nodes), and the node size is proportional to the number of associations. (e-g) Module scores represent log ratio of geometric mean of
gene expression for each module within TST compared to saline biopsies (data points represent median ±IQR).
doi:10.1371/journal.ppat.1005469.g001
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blood transcriptomes of patients with active TB have also been associated with severity of clini-
cal disease [13]. For comparison with the TST signature, we derived a peripheral blood tran-
scriptional signature of genes with significantly increased expression levels in our patients with
active TB compared to healthy volunteers, which also showed statistically significant correla-
tion with MDH in pulmonary TB granulomas (S8 Fig, Fig 2C). The blood derived signature
showed some overlap with the TST signature at molecular and systems levels (S8 Fig). Impor-
tantly, however, the TST transcriptional signature included immune response genes that were
not increased in the blood of patients with active TB. Notably, these included components of
Fig 2. Expression of the TST signature genes in granuloma at the site of disease in pulmonary TB.
Relative mean expression of the TST gene signature from HIV-1 negative patients with active TB, or
equivalent number of random genes, in transcriptional data from human lung TB granuloma (n = 5) is
compared to (a) data from healthy lung (n = 2), and to (b) genome-wide MDH in TB granulomas. (c) The
statistical strength of correlation between mean expression of specific gene modules and genome-wide MDH
in TB granulomas. Dotted line indicates–log10 p value of 1.3 equivalent to p<0.05. (d) Relative enrichment of
mean expression of the TST and peripheral blood gene signatures from HIV-1 negative patients with active
TB in TB granulomas compared to healthy lung. Individual data points are shown in (a), (b) and (d). P values
in (a) and (d) are derived fromMann-Whitney tests, and in (b-c) are derived from Pearson’s correlations.
doi:10.1371/journal.ppat.1005469.g002
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chemokine networks that can be expressed by endothelial cells [36,37] within tissue biopsy
specimens and may contribute to immune cell recruitment (S8 Fig). Moreover, granulomatous
inflammation in response to TB, which is dependent on immune cell recruitment, occurs
exclusively in tissues rather than blood. Accordingly, within pulmonary TB granulomas, the
TST signature was significantly more enriched and showed a statistically stronger correlation
with MDH than the blood derived signature (Fig 2C and 2D). Taken together, these analyses
show that the transcriptional changes within the TST reflect molecular changes at the site of
active TB with much higher fidelity than changes in peripheral blood, and can be used to quan-
tify cellular recruitment and specific innate and adaptive immune responses.
HIV-1 attenuation of IL10 responses to TST in patients with positive TST
We hypothesised that HIV-1 infection may have distinct effects on the immune response to TB at
different stages of HIV-1 disease. Therefore, we evaluated TST responses in three separate clinical
phenotypes comprising patients with active TB and HIV-1 co-infection who either exhibited a
clinically positive TST response, or those who exhibited a clinically negative TST response, or
patients with possible unmasking TB-IRIS (Table 1 and S1 Table). The TST transcriptome of each
group was compared to that of HIV seronegative patients with active TB, as a standard reference.
We focussed on patients with active TB to overcome the difficulty in controlling for TB exposure
in asymptomatic HIV-1 positive individuals for whomHIV-1 infection confounds peripheral
blood interferon gamma release assays normally used to identify prior exposure [28,38,39]. In
addition, this approach allows assessment of immune dysfunction associated with IRIS. In view of
the greatly increased risk of active TB in HIV-1 infection, and the increase in immunopathogen-
esis in IRIS, we hypothesised that features in the TST transcriptomes that were decreased in each
of the groups of HIV-1 infected patients may represent immune correlates of protection, and that
features that were increased may represent immune correlates of pathogenesis.
The TST transcriptome in HIV-1 infected patients with positive TSTs showed marked over-
lap, correlation and covariance with that of HIV seronegative patients (Fig 3A and 3B). As
might be expected from the effects of HIV-1 infection on Mtb-reactive CD4 T cell populations
[14], modular analysis showed reduced abundance of T cell associated transcripts in the TST,
but other selected cell type and pre-defined stimulus-specific modules were comparable in the
two groups (Fig 3D). Comparison at the level of individual genes, identified significantly lower
transcript abundance of a subset of genes in the TST of HIV-1 infected patients (Fig 3B). In
order to evaluate the mechanism for the lower levels of these transcripts, we performed TFBS
enrichment analysis on all genes significantly reduced in the TST signature of these HIV-
infected patients (Fig 3C and S1 File). Enrichment of binding sites for STAT1 and NFκB RelA
amongst the genes that showed diminished levels in HIV-1 infected patients suggested that
IFN and TNFα or innate immune inducible genes, dependent on STAT1 and RelA respectively
[40,41], might be attenuated in this group of HIV-1 infected patients. This hypothesis was not
supported by modular analysis, which showed no difference in IFNγ, TNFα or innate immune
stimulated gene expression modules (Fig 3D). However, we also found enrichment of STAT3
binding sites in the group of attenuated transcripts. STAT3 is the principal mediator of IL10
inducible transcriptional regulation [42,43], suggesting that IL10 activity may be attenuated in
the TST within this group of HIV-1 infected patients.
IL10 upregulation in TB has been extensively described and experiments in mouse models
have mostly focussed on its potential to compromise anti-mycobacterial host defences by regu-
lating Th1 responses [44]. In contrast, recent data from non-human primate models suggest
IL10 contributes to the optimal balance of host-protective immune responses within TB granu-
lomas [12,45]. In addition, we reported in vitro data showing that HIV-1 infection of
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macrophages attenuates IL10 responses to co-infection with Mtb, leading to exaggerated
inflammation [46]. Hence, increased risk of active TB in HIV-1 infected patients with pre-
served Th1 immunity, may principally arise from deficient IL10 immunoregulation. Therefore,
we tested the hypothesis that this group of HIV-1 infected patients exhibit attenuated IL10
responses to the TST, in comparison to HIV seronegative patients, by using three indepen-
dently derived modules for IL10 inducible genes. One previously published module was
derived from IL10 stimulation of peripheral blood mononuclear cells [47] and two new mod-
ules we derived experimentally by stimulation of MDM with IL10 or by neutralising IL10 in
zymosan stimulated MDM (S4 File and S9A–S9D Fig). In HIV seronegative patients with
active TB, all three IL10 modules were enriched in the TST compared to control saline injec-
tion, confirming induction of IL10 activity in the host response to TST. Consistent with the
hypothesis we derived from over representation of STAT3 TFBS amongst transcripts attenu-
ated in HIV-1 infected patients, expression of each of the three IL10 modules was significantly
less in HIV-1 infected patients with clinically positive TSTs (Fig 3E). These differences were
not evident in whole blood transcriptional profiles from the same patients (Fig 3F).
Preservation of type 1 IFN responses in HIV-1 infected patients with
clinically negative TSTs
Blood CD4 counts in TB/HIV-1 co-infected patients with clinically negative TSTs were signifi-
cantly lower than co-infected patients with clinically positive TSTs, as previously reported [30]
Table 1. Summary of demographic, clinical and laboratory data of study groups.
Participant characteristics Patients with active TB HIV -ve healthy
volunteers
TST Saline controls
HIV -ve HIV +ve HIV -ve HIV +ve TST -ve
TST -ve TST +ve TB-IRIS
Number 16 14 9 3 3 5 5
Age (median & range) 38 (25–71) 36.5 (26–58) 40 (23–64) 37 (19–50) 45 (29–54) 39 (30–53) 36 (22–44)
Gender Male (%) 62.50 50 33.33 0 66.67 60 40
Female (%) 37.50 50 66.67 100 33.33 40 60
Ethnicity White (%) 12.50 0 0 0 0 0 20
Black (%) 62.50 92.86 100 100 66.67 80 0
Mixed (%) 0 7.14 0 0 33.33 20 80
Asian (%) 25 0 0 0 0 0 0
Site of disease Pulmonary (%) 56.25 71.43 100 100 100 80 N/A
Extra-pulmonary (%) 43.75 28.57 0 0 0 20
MDR TB (%) 12.50 0 0 0 0 0 N/A
TB treatment days at TST (median &
range)
11.5 (1–32) 9 (1–28) 15 (2–28) 10 (3–13) 4 (3–4) 2 (1–13) N/A
CD4 count (cells/μL, median & range) N/A 28 (2–207) 214 (34–511) 279 (128–507) N/A 105 (46–412) N/A
Log10 HIV-1 copies/mL (median &
range)
N/A 5.3 (2.1–6.3) 5.2 (1.7–6.0) 1.8 (1.7–5.3) N/A 4.8 (1.7–5.9) N/A
ARV use (%) N/A 35.7 55.56 100 N/A 40.00 N/A
Weeks ART before TB (median &
range)
N/A 0.7 (0–24) 123 (0–311) 3.7 (2–6.6) N/A 2–6.6 N/A
mm induration (median & range) 21 (12–28) 0 16 (10–24) 24 (21–26) N/A N/A 0
doi:10.1371/journal.ppat.1005469.t001
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 8 / 25
Fig 3. Attenuation of IL10 responses in HIV-1/TB co-infected patients with clinically positive TSTs. Comparison of increased transcript abundance in
the TST of patients with active TB and clinically positive TSTs with (n = 9) and without (n = 16) HIV-1 infection, relative to the mean of saline controls (n = 8) is
shown as a (a) Venn diagram, (b) scatter plot of median gene expression showing correlation (r2) and covariance (slope), highlighting the genes that show
statistically significant decreased expression in green and (d) enrichment of cell-type and stimulus specific transcriptional modules. (c) TFBS enrichment
analysis indicating the number of genes and statistical enrichment (Z score) associated with selected transcription factors is shown for genes that show lower
transcript levels in HIV-1 infected patients. (e) Relative enrichment of two novel IL-10 inducible gene expression modules, and one previously published IL-10
module [47] in TSTs of HIV-1 infected and uninfected patients compared to saline controls. Data points (d-e) represent median ±IQR, *p<0.05 Mann-Whitney
test). (f) IL10 module expression in the peripheral blood of these patient groups, showing data points for individual patients and median for each group.
doi:10.1371/journal.ppat.1005469.g003
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(Table 1 and S1 Fig). In keeping with the lack of significant clinical inflammation, their TST
transcriptomes showed many fewer increases in transcripts compared to saline, than the TST
transcriptome of HIV seronegative patients with active TB (Fig 4A) who had clinically evident
responses (Table 1). Importantly TB/HIV-1 co-infected patients with clinically negative TSTs
also had a substantially reduced TST transcriptome compared to healthy volunteers with clini-
cally negative TSTs [29], who did have an immune response evident at the molecular level
despite the absence of significant clinical induration (S10A Fig). Therefore, we concluded that
TB/HIV-1 co-infected patients with clinically negative TSTs exhibit severe immunodeficiency
affecting the broad range of innate and adaptive immune responses (S10B Fig). Nonetheless,
changes in TST transcript abundance in 98 genes were evident in this group (Fig 4A). These
genes showed most significant TFBS enrichment for IRF2 (Fig 4B and S1 File) thus implicating
a role for IFN regulated pathways [48]. Pathway analysis of the 98 gene signature revealed that
they were most strongly associated with type 1 IFN signalling, in contrast to the TST transcrip-
tome of HIV seronegative patients with active TB, in whom more transcripts were associated
with the type 2 IFN signalling pathway (Fig 4C and S2 File).
Recent evidence suggests that type 1 IFN responses may be detrimental to host defence
against mycobacteria and that the ratio of type 1 versus type 2 IFN responses may contribute to
clinical outcome [11,47]. There is considerable overlap between type 1 and type 2 IFN stimu-
lated genes, therefore to validate our results, we derived exclusive type 1 (IFNβ) or type 2 IFN
(γ) inducible gene modules by in vitro stimulation of MDM (S4 File and S9E and S9F Fig) and
compared the ratio of type 1 to type 2 IFN stimulated genes in each study group. Consistent
with the pathway analysis, our modular analysis showed significantly greater type 1:type 2 IFN
activity in HIV-1 infected patients with negative TST, compared to those with positive TST
and to HIV seronegative patients (Fig 4D). These differences were not reflected in the periph-
eral blood transcriptome of the same patients (Fig 4E). Of note, type 1 IFN has been reported
to upregulate IL10 expression in human peripheral blood monocytes [47]. We therefore tested
the hypothesis that increased type1:2 IFN module ratio within the TST may correlate with IL10
activity. In fact, by integrating data from HIV-1 negative and non-IRIS HIV-1 infected
patients, we found significant inverse correlations between the ratio of type1:2 IFN activity and
each of the three IL10 modules we have employed in the present study (S11A Fig). Interest-
ingly, we also found no direct induction of IL10 upon stimulation of MDM with type 1 IFN,
despite induction of other established IFN-inducible genes (S11B–S11D Fig).
Exaggerated Th2 responses in HIV-1 patients with TB-IRIS
ART substantially reduces the risk of incident TB disease associated with HIV-1 infection [49],
but it can also exacerbate the immunopathology of TB and presentation of active TB after start-
ing ART is sometimes attributed to unmasking immunopathology as a result of IRIS [50,51].
ART has already been associated with recovery of clinical responses to TST [52,53], but no spe-
cific immunological mechanism for IRIS has been established. In keeping with the case defini-
tion of IRIS [54], three HIV-1 infected patients who presented with TB two to eight weeks after
starting ART had strong clinical TST responses (Table 1 and S1 Fig), which were also exagger-
ated at the transcriptional level when compared to HIV seronegative subjects (Fig 5A). 52
genes showed significantly increased expression in the TB-IRIS group compared with HIV-1
seronegative patients (Fig 5B). In pathway analysis, these transcripts were enriched for Th2
associated responses exemplified by genes linked to asthma and IL4-mediated signalling events
(Fig 5C). This finding was confirmed by modular analysis, in which only the specific module
for IL4 and IL13 stimulated genes in MDM, to model Th2 activity, was significantly enriched
in the TST transcriptome of TB-IRIS patients compared to both HIV seronegative patients
In Vivo Effects of HIV-1 in Active Tuberculosis
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Fig 4. Preserved type 1 IFN responses uncoupled from other immune responses in HIV-1/TB co-infected patients with clinically negative TSTs. (a)
In patients with active TB, the TST signature in HIV-1 negative patients with clinically positive TSTs (n = 16) and HIV-1 infected patients with clinically anergic
TST (n = 14) are compared in a Venn diagram. For genes that show increased expression in this group of HIV-1 infected patients relative to the mean of
saline controls (n = 8), (b) TFBS enrichment analysis is shown indicating the number of genes and statistical enrichment (Z score) associated for selected
TFs, and associations with twelve most statistically enriched REACTOME functional pathways is represented in a network plot (c), in which the edges
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with active TB, and to HIV-1 infected patients with clinically positive TSTs presenting with
active TB that was not temporally associated with recent initiation of ARVs (Fig 5D and S10C
Fig). Further genome-wide comparisons of the TST transcriptomes of unmasking IRIS patients
with those of non-IRIS TST positive HIV-1 infected patients also showed that unmasking IRIS
was associated with an expanded TST transcriptome, with a subset of genes that show signifi-
cantly higher transcript abundance enriched for Th2 associated pathways (S12 Fig). Once
again, these transcriptional differences in the TST were not evident in peripheral blood (Fig
5E). We also sought to validate our observations in the TST transcriptome at the protein level
by assessing IRF4, which is strongly implicated in induction of Th2 responses [55]. Increased
transcriptional expression of IRF4 in the TSTs of unmasking TB-IRIS cases (Fig 5C) was mir-
rored by increased protein expression demonstrated by immunostaining of IRF4 (Fig 6).
Discussion
Transcriptional profiling of the TST provides genome-wide assessments of in-situ human
immune responses to a standardised challenge. Using this approach, we quantified Mtb specific
innate responses, cellular recruitment and cytokine activity within the TST. We demonstrated
that the same changes are evident in the transcriptome of human pulmonary TB granulomas,
and were quantitatively correlated to the degree of immunopathology as measured by the
MDH. Hence, the transcriptional profile of the TST provides an accurate model of the immune
responses observed in TB lung granulomas, with better resolution than peripheral blood profil-
ing. In order to undertake this analysis, we used the only five published transcriptional data
sets from caseous pulmonary TB granuloma. More transcriptomic data comparing pathologi-
cal lesions from the site of TB disease to normal tissue, and comparing TB granuloma at differ-
ent stages of maturation, are necessary to consolidate our findings. In addition, we assessed the
TST at 48 hours in line with clinical practice [28,56], but measurements at earlier and later
time points may help build a dynamic molecular model of its initiation, amplification and reso-
lution, each of which may contribute to differences in outcome.
In order to understand the impact of HIV-1 infection on immune responses to Mtb, we rea-
soned that TB/HIV-1 co-infected patients with preserved clinical TST responses, those with
clinically anergic TST responses and patients presenting with unmasking TB-IRIS, will each
reflect distinct mechanisms of immune dysfunction that increase risk of active TB. HIV-1
infected patients with preserved clinical TST responses and relatively well preserved circulating
CD4 counts experience 3-5 fold greater risk of active TB [3]. Their TST transcriptional signa-
ture showed less enrichment of the T cell module, but IFNγ and TNFα activity, which are
thought to mediate protective immunity to TB [31,57] were intact. Instead, we found evidence
of deficient IL10 responses, which mirrored our previous report of deficient IL10 responses to
Mtb by HIV-1 infected macrophages in vitro [46]. Given the immunoregulatory role of IL10
and recent focus on the importance of balanced immune responses in TB [10–12,45], we pro-
pose that HIV-1 infected patients with preserved Th1 immunity may incur higher risk of active
TB as a result of deficient IL10 immunoregulation. Whether attenuation of TST IL10 responses
in this group of HIV-1 infected patients is due to decreased IL10 production by virus infected
cells or indirect effects of virus infection on the immune system, requires further investigation.
Nonetheless our data suggest that stratification of patients by this phenotype or trials of immu-
noregulatory therapies merit investigation in this group of HIV-1 infected individuals.
indicate associations between genes (blue nodes) and named pathways (red nodes), and the node size is proportional to the number of associations. Ratios
of the median signal for stimulus specific type 1:2 IFN modules are shown within the (d) TST and (e) blood transcriptomes for different groups of patients with
active TB as indicated, showing data points for individual patients and median for each group (*p<0.05 Mann-Whitney test).
doi:10.1371/journal.ppat.1005469.g004
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Fig 5. Exaggerated Th2 responses in HIV-1 infected patients with unmasking TB-IRIS. In patients with active TB, the TST signature in HIV-1 negative
patients with clinically positive TSTs (n = 16) and HIV-1 infected patients with unmasking IRIS (n = 3), relative to the mean of saline controls (n = 8), are
compared by (a) Venn diagram, and (b) scatter plot of median gene expression showing correlation (r2) and covariance (slope), highlighting the genes that
show statistically significantly increased expression in red. (c) For genes that show increased expression in HIV-1 infected TB-IRIS patients, associations
with statistically enriched functional pathways is represented in a network plot in which the edges indicate associations between genes (blue nodes) and
named pathways (red nodes), and the node size is proportional to the number of associations. Relative enrichment of IL4/13 stimulated gene expression
modules in (d) TST (median ±IQR), and (e) peripheral blood transcriptomes (data points for individual patients and median for each group) in the groups
indicated (*p<0.05 Mann-Whitney test).
doi:10.1371/journal.ppat.1005469.g005
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 13 / 25
TB/HIV-1 co-infected patients with clinically anergic TSTs had significantly depleted circu-
lating CD4 counts and their TST transcriptome revealed almost complete immunological
anergy with markedly reduced cellular recruitment, cytokine activity and innate immune
responses. Importantly, this is in striking contrast to healthy HIV seronegative people with
clinically negative TSTs, in whom the full repertoire of prototypic cell mediated immune
responses are evident at the molecular level [29]. The degree of immunological anergy in HIV-
1 infected patients with clinically negative TSTs is likely to underpin the 20-30 fold increased
risk of TB and atypical mycobacterial infection associated with advanced HIV-1 disease [2,58].
It is interesting to speculate that immunodeficiency of this severity may also contribute to the
relative failure of isoniazid preventative therapy in HIV-1 infected patients with clinically nega-
tive TSTs [59]. We infer that immune responses may therefore contribute to effective antimi-
crobial therapy, encouraging development of adjuvant host-directed therapies to improve TB
treatment regimens. Remarkably, a type 1 IFN response to the TST was preserved in HIV-1
infected patients with clinically negative TSTs. This evidence extends human data for type 1
IFN responses to Mtb, and indicates that type 1 IFN responses may be uncoupled from the
other innate immune responses that were severely attenuated in these patients. This finding is
further supported by recent in vitro evidence for differential activation of IFN and inflamma-
some pathways [60]. In view of the data that suggest type 1 IFN responses may compromise
Fig 6. Increased immunostaining for IRF4 in HIV-1 infected patients with unmasking TB-IRIS. (a)
Immunostaining of IRF4 in TST biopsies from three separate patients from each of the study groups indicated
(white arrows indicate areas of positive IRF4 staining associated with inflammatory infiltrates). (b) Selected
inflammatory cell infiltrates in TB-IRIS cases (indicated by red squares) are shown at higher magnification.
Black scale bar = 400 μM and white scale bar = 80 μM.
doi:10.1371/journal.ppat.1005469.g006
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host immunity to mycobacteria [11,47], these findings highlight the opportunity for specific
therapeutic targeting of type 1 IFN activation pathways. Moreover, we hypothesise that
increased proportions of type 1 to type 2 IFNs in this group of HIV-1 infected patients may fur-
ther exacerbate their risk of active TB and contribute to the mechanisms of HIV immunodefi-
ciency. Therefore, interest in targeting type 1 IFN activity to counteract chronic immune
activation in HIV-1 infected patients [16,17], may also help to protect against TB. A mecha-
nism by which increased ratios of type 1:2 IFN activity may compromise host protective immu-
nity in TB is thought to be mediated by upregulation of immunosuppressive IL10 responses
[47,61,11]. Of note, we did not find a positive correlation between type 1:2 IFN activity and
IL10 activity in the TST. In addition, we found no direct type 1 IFN induction of IL10 expres-
sion in MDM, which has been previously reported in human monocytes [47]. Therefore, we
conclude that this potential mechanism is unlikely to play a role in advanced HIV-1 infection.
HIV-1 infected patients presenting with TB two to eight weeks after starting ART, showed
exaggerated transcriptional responses to the TST in keeping with the consensus case definitions
for IRIS [54]. Both bioinformatic and independently derived gene module analysis provided
entirely new insight into the immunopathogenesis of TB-IRIS, implicating a role for exagger-
ated Th2 polarised responses rather than increases in Th1 or innate immune responses. This
Th2 bias was further confirmed by immunohistochemistry. This phenotype was statistically
significant despite our very limited sample of three patients, but clearly merits further evalua-
tion in future studies as it suggests that in the context of TB-IRIS at least, strategies targeting
Th2 responses specifically should be considered for therapeutic intervention and may underpin
the beneficial effects of glucocorticoid therapy in TB-IRIS [62,63].
Importantly, the effects of HIV-1 described above were specific to the site of immunological
challenge and not evident in the steady state peripheral blood transcriptome of the same
patients. Transcriptional profiling of the TST revealed differences in immune responses that
were previously unrecognised by clinical assessments alone or previous laboratory investiga-
tions. Hence, we have identified novel and diverse molecular mechanisms by which human
immune responses to Mtb are dysregulated in HIV-1 co-infected patients. Further validation
of our observations in independent prospective cohorts is necessary. These data will inform
rational development of host-directed adjuvant therapies to target specific immunological dys-
function in different patient groups.
Materials and Methods
Study approval
This study was approved by UKNational Research Ethics Service (reference no: 11/LO/1045)
and the University of Cape Town Human Research Ethics Committee (reference no: 580/2012).
Study population
HIV-1 seropositive and seronegative adult patients (>16 years age) attending TB clinics in
London and TB inpatient facilities and clinics in Cape Town who fulfilled inclusion/exclusion
criteria (S1 Table) within one month of starting treatment for active tuberculosis (TB) were
invited to participate. Written informed consent was obtained from all patients included in the
study.
Study schedule and sampling
On recruitment to the study, whole peripheral blood was collected in Tempus tubes for RNA
(Life Technologies). In addition HIV-1 infected patients provided peripheral blood samples for
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CD4 T cell and HIV-1 viral load measurements by routine clinical services. Then patients
received 0.1 mL intradermal injection of two units tuberculin (Serum Statens Institute) or
saline in the volar aspect of one forearm, and this site was marked with indelible ink. At 48
hours, the clinical response at the injection site was evaluated by measurement of the maxi-
mum diameter of inflammatory induration and two 3 mm adjacent punch biopsies were
obtained from marked TST or saline injection site as previously described [29]. Clinical indura-
tion>10 mm at the injection site was categorized as a positive response. The demographic,
clinical and laboratory data for each study group is summarised in Table 1.
Whole genome transcriptional profiling and analysis software
Total RNA from skin biopsy samples and MDM was purified as previously described [29].
Total RNA from Tempus tubes was purified using the Tempus Spin RNA Isolation Kit
(Ambion; Life Technologies) and globin mRNA was eliminated using the GlobinClear kit (Life
Technologies) according to the manufacturer’s instructions. RNA was subject to DNase treat-
ment using a TURBO DNA-free kit (Ambion, Life Technologies) as per the manufacturer’s
instructions to remove contaminating genomic DNA. Quality and concentration of all RNA
samples were assessed using the Agilent Bioanalyzer. Total RNA was amplified, reverse tran-
scribed into cDNA and then to cRNA and labelled with Cy5 or Cy3 using the Agilent Low
RNA Input Linear Amplification Kit. Cy3 and Cy5 labelled samples were hybridized to Agilent
8x60k arrays as per manufacturer’s instructions. Array images were acquired with Agilent’s
dual-laser microarray scanner G2565BA and signal data were collected with Agilent Feature
Extraction software (v9.5.1). Median Cy3 and Cy5 signal intensity was Log transformed and
normalized using LOESS local linear regression against the mean signal of all the samples using
the R package agilp (http://www.bioconductor.org/packages/release/bioc/html/agilp.html).
Principal component analysis (PCA) was performed using the prcomp function in R. Signifi-
cant gene expression differences between data sets were identified using t-tests for parametric
(normally distributed) data and MannWhitney tests for non-parametric data in MultiExperi-
ment Viewer v4.9 (http://www.tm4.org/mev.html) and a filter for>two-fold difference in
mean or median normalised expression values. Pathway analysis was performed in innateDB
[64] and transcription factor binding site enrichment analysis was performed using the human
single site analysis function in oPossum [65] with default parameters in each application. Net-
work graphics of gene and pathway association were generated using Gephi (http://gephi.
github.io/). All microarray data used in this study are available in ArrayExpress (https://www.
ebi.ac.uk/arrayexpress/) under the accession numbers provided in S2 Table.
Identification of the TST gene expression signature
The clinical response to saline injection in HIV-1 infected and uninfected patients in this study
was comparable (Table 1 and S2A and S2B Fig). Likewise, PCA of all the de novo data from
HIV-1 infected and uninfected patients with active TB confirmed that genome-wide data from
all subjects who received saline injection clustered together (S2C and S2D Fig). Specific com-
parison of data from HIV-1 infected and uninfected patients receiving saline showed signifi-
cant differences (MannWhitney test, p<0.05, fold-difference>2) in only 12 genes (S2E Fig),
which were not significantly associated with any enrichment in pathway, gene ontology or
transcription factor binding site enrichment analyses. Therefore, we concluded that HIV-1
infection did not significantly confound the response to saline and we pooled these data for fur-
ther analysis. The TST gene signature in each group of patients represents RefSeq [66] anno-
tated genes that showed significantly increased expression levels (MannWhitney test, p<0.05,
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fold-difference>2) in skin biopsies from individual patients who received tuberculin were
compared to that of all subjects who received control saline injections.
Derivation of cell type specific gene modules
A gene expression matrix of purified cells was derived from the processed dataset E-GEOD-
22886 available on ArrayExpress repository. The extracted data were not processed further
aside from adding gene symbol annotations to probe names. Cell type specific modules were
generated by identifying three to five gene probes corresponding to validated markers that
identify each cell type of interest (S3 File). The markers were each used to identify co-correlated
genes amongst all other gene probes in the expression data matrix. The top 1% of probes that
were most co-correlated with the expression of each marker were identified using the Pearson
correlation coefficient function in R, and cell type specific modules were then derived from the
highly co-correlated probes that were common to all markers for each cell type (S3 File). The
specificity of these modules was validated by comparison of the geometric mean expression
level for each module within genome-wide data from each cell type in E-GEOD-22886 (from
where the modules were derived) and also in E-GEOD-28490, an independent dataset of puri-
fied cell types (S4 and S5A and S5B Figs). Furthermore, the sensitivity of cell type specific mod-
ules to detect changes for specific cell populations in tissue specimens was evaluated in
published data sets which described changes to cell composition confirmed by histological
assessments (S5C–S5G Fig).
Derivation of stimulus specific gene modules
MDMwere generated as previously described [46]. Stimulus specific gene modules were
derived from transcripts that were upregulated in MDM stimulated with selected cytokines,
TLR ligands (LPS for TLR4 and Pam2CSK4 for TLR2), liveMycobacterium tuberculosis or
Streptococcus pneumoniae. For cytokine-inducible gene expression modules, transcriptional
profiling of human MDM was performed as described above after stimulation with recombi-
nant human cytokines (S4 File). Significant transcriptional upregulation in comparison to
unstimulated MDMs was identified by t-test with Welch’s approximation (p<0.05) and a
four-fold change threshold. The resulting gene lists were then compared and any which were
upregulated two-fold by more than one stimulus were excluded to create stimulus specific
modules (S4 File). The specificity of each module was assessed by comparison of fold-changes
in the geometric mean expression of genes in each module within MDM stimulated with each
combination of stimuli compared to unstimulated MDM (S6A Fig). The same process was
used to derive stimulus specific modules to distinguish between various innate immune stimuli
in MDM (S4 File and S6B Fig).
Two IL10 specific modules were also derived by identifying genes that were upregulated in
response to recombinant human IL10 stimulation of MDM (10 ng/mL for 24 hours) or by
identifying gene expression changes attributable to an endogenous IL10 response in MDM fol-
lowing zymosan stimulation [67]. This was performed by identifying attenuated gene expres-
sion when using neutralising antibodies to IL10 and IL10 receptor as previously described [68],
during 24 hour stimulation with zymosan (0.4 mg/mL). In the analysis of these data, statistical
testing as described above was combined with atwo-fold change filter as too few genes were
up-regulatedfour-fold by IL10. Comparison of this gene list with the directly-induced IL-10
module revealed some overlap (S9A Fig) and both modules showed significant TFBS enrich-
ment for STAT3 (S9C and S9D Fig), providing independent supporting evidence for generat-
ing valid IL10 associated gene expression modules using this approach. Comparison of these
gene lists demonstrated minimal overlap and good functional specificity compared to other
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cytokine stimulation (S9B Fig). To complement these two IL10 inducible gene expression mod-
ules, we adopted a third module used to identify IL10 activity derived by 24 hour IL10 stimula-
tion of PBMC in a previously published study [47].
Two further modules were derived to distinguish type 1 or type 2 IFN inducible gene
expression using transcriptional data for MDM stimulated for 4 hours with 10 ng/mL of either
type 1 (IFN β), or type 2 IFN (IFNγ). As expected, statistically significant upregulated gene
expression (>2-fold) showed considerable overlap (S9E Fig), but stimulus-specific modules,
derived as described above using a>4-fold threshold and exclusion of those upregulated by
>2-fold by the other stimulus showed good specificity (S9F Fig).
Identification of a an active TB gene signature in peripheral blood
The peripheral blood active TB gene signature in this study represents RefSeq annotated genes
that showed significantly increased expression levels (MannWhitney test, p<0.05, fold-
difference>2) in peripheral blood transcriptomes of samples obtained prior to TST in HIV
seronegative patients with active TB was compared to samples from HIV seronegative healthy
volunteers Table 1.
Quantification of module expression in TST, blood and lung samples
Module scores were derived by calculating log ratio of the geometric mean of expression data
for each module within individual TST biopsies compared to pooled data from saline controls.
For peripheral blood and lung transcriptional profiles, the relative enrichment of each module
was assessed by presenting the geometric mean expression of the module gene list in each indi-
vidual Log2 transformed expression profile.
Quantitation of molecular distance to health in pulmonary active TB
granulomatous lesions
Published gene expression data derived from human granulomatous lesions in pulmonary TB
and healthy human lung tissue [35] was used. The molecular distance to health was derived as
previously described [13] by calculating the sum of standard deviations (>2 SD) for data from
each granulomatous lesion compared to the mean of data from healthy lung tissue.
PCR and ELISA quantitation of MDM responses to type 1 IFN
stimulation
Total RNA and culture supernatants were collected from MDM cultures stimulated with IFNβ,
IFNγ or zymosan (S4 File). RNA was used to synthesise first strand cDNA using the qScript
cDNA Supermix kit (Quanta BioSciences) and quantitative (q)PCR of IL10, IFI16 and
GAPDH was performed using TaqMan inventoried assays (Applied Biosystems) using accord-
ing to the manufacturer’s instructions. IL10 protein was quantified in culture supernatants by
ELISA (eBioscience) according to the manufacturer’s instructions.
Histology and immunohistochemistry of skin biopsy specimens
Punch skin biopsies for histological analysis were collected into 4% neutral buffered formalin
(NBF; LabSource) for fixation, then embedded in paraffin, sectioned and mounted on slides,
for staining with haemotoxylin and eosin or immunostaining with Mouse anti-human IRF4
(clone MUM1P from DAKO). 3μm paraffin sections underwent automated dewaxing and anti-
gen retrieval using Leica Bond ER2 (pH9) at 100°C for 20 minutes, followed by peroxide block-
ing for 5 minutes at room temperature. Sections were then incubated sequentially with the
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primary antibody for 15 minutes, rabbit-anti-mouse secondary antibody and anti-rabbit poly-
HRP followed by DAB (Bond Refine detection kit) and 0.5% copper sulfate. Leica BondWash
and demineralised water were used for washing steps between reagent steps. Digital images
were acquired with an AxioScan Z1 slide scanner (Zeiss) and presented without any subse-
quent processing. All histological grading was performed by a histopathologist blinded to con-
comitant clinical information. Histological scoring of inflammation was performed on a 0–3
scale, where 0 represented no evidence of inflammation and 3 was the most inflammation
within the spectrum of samples.
Supporting Information
S1 Fig. Clinical and histological scoring of TSTs. Comparison of (A) clinical TST responses
and histological scores, and (B) CD4 counts in the different study groups indicated and rela-
tionship between CD4 counts and TST induration (data points represent individual subjects
and median of each group, p<0.05 Mann-Whitney test). (C) Representative images of histol-
ogy associated with each inflammatory score amongst the different study groups (arrows indi-
cate areas with inflammatory infiltrates). Grey panels represent classifications for which there
were no patients. Scale bar = 400 μM.
(TIF)
S2 Fig. Histological and transcriptional analysis at the site of saline injections. (A) Repre-
sentative histology and (B) histological scoring from biopsies of saline injection sites. (C) Prin-
ciple component analysis (PCA) of the transcriptome of saline injection sites in HIV-1 infected
and uninfected subjects compared to all TST transcriptomes. (D) Hierarchical clustering of the
transcriptome of saline injection sites in HIV-1 infected and uninfected subjects. (E) Gene
expression heat map of all significantly different transcripts in saline injection sites in HIV-1
infected and uninfected subjects.
(TIF)
S3 Fig. Principle component analysis of TST transcriptomes in HIV-1 negative patients
with active TB grouped by duration of TB treatment before TST or by site of TB disease.
PCA of significantly enriched transcripts in the TST biopsies of HIV-1 negative people with
active TB, showing the first two components (with the proportion of variance across all sam-
ples represented by each component) and grouping the patients by duration of TB treatment at
the time of TST (A), or by the site of TB disease (B). Given that these groups do not cluster sep-
arately, we infer from this analysis that neither time on treatment or site of disease cause major
confounding of the transcriptional response to the TST.
(TIF)
S4 Fig. Schematic analysis flow chart for discovery and validation of cell type specific gene
expression modules. Cell type specific modules were generated by identifying top 1% of genes
in whole genome transcriptional data (E-GEOD-22886) which show co-correlation with all of
three to five gene probes corresponding to validated cell specific markers. The modules were
then validated by testing cell-type specific enrichment in the discovery data set, an independent
data set of purified cell types (E-GEOD-28490) and multiple tissue data sets (accession num-
bers shown) in which differential cellular composition has been evaluated by an independent
method.
(TIF)
S5 Fig. Validation of cell type specific gene expression modules. (A-B) Relative expression
levels of cell type specific modules within transcriptional data from different cell types. (C-G)
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Geometric mean expression of each of the cell-type specific modules is shown in the specific
transcriptional data sets indicated (data accession numbers and detailed in S2 Table). Module
expression data is consistent with histological evidence for enrichment of B cells in interstitial
pulmonary fibrosis (IPF) samples compared to normal lung (C), enrichment of T cells at the
site of intradermal IFNγ injection compared to placebo (D), depletion of NK cells following
treatment with Asoprisinil compared to placebo (E), enrichment of monocyte derived cells in
mediastinal lymphnodes of patients with sarcoidosis compared to cancer (F) and enrichment
of neutrophils in erythema nodosum leprosum (ENL) compared to lepromatous leprosy skin
lesions (G).
(TIF)
S6 Fig. Validation of stimulus specific gene expression modules. Fold change in geometric
mean of each module in cytokine (A) or innate immune stimulus specific modules (B) are com-
pared within transcriptional data fromMDM stimulated with each stimulus, relative to unsti-
mulated MDM. (LPS = lipopolysaccharide, PCSK = Pam2CSK4, Mtb =Mycobacterium
tuberculosis, Spn = Streptococcus pneumoniae).
(TIF)
S7 Fig. Modular analysis of TST transcriptomes in HIV-1 negative patients with active TB
grouped by duration of TB treatment before TST or by site of TB disease. Cell type and
stimulus specific module scores in the TST transcriptomes of HIV-1 negative people with
active TB grouped by duration of TB treatment at time of TST challenge (A) or by site of TB
disease (B). Module scores represent log ratio of geometric mean of gene expression for each
module within TST compared to saline biopsies, showing data points for each individual case
with median and range.
(TIF)
S8 Fig. Comparison of TST and peripheral blood transcriptional changes in HIV-1 nega-
tive patients with active TB. (A) In HIV-1 seronegative patients with active TB, an equivalent
number (top 1000) genes that showed statistically significant increased transcript abundance
in peripheral blood samples relative to peripheral blood of healthy volunteers and increased
transcript abundance within their TST transcriptomes relative to saline controls are compared
in a scatter plot. (B) Gene expression that showed increased levels in one or both data sets (col-
our coded as indicated) were subjected to REACTOME pathway analysis to show statistically
enriched associations.
(TIF)
S9 Fig. IL10, type I and type II IFN-inducible gene expression modules. (A) Genes upregu-
lated (>2-fold) by IL10 or downregulated (>2-fold) by neutralising IL10 activity after zymosan
stimulation (Zymosan & IL10n) were compared in a Venn diagram. (B) Relative increase in
geometric mean expression level of genes within cytokine specific modules are compared
within transcriptional data fromMDM stimulated with each stimulus, relative to unstimulated
MDM. TFBS enrichment analysis is shown, indicating the number of genes and statistical
enrichment (Z score) associated with the indicated TFs, for the IL-10 module (C) and the
zymosan/IL10n module (D). Genes upregulated (>2-fold) by type 1 (IFNβ) or type 2 (IFNγ)
stimulation of MDM were compared in a Venn diagram (E). Relative increase in geometric
mean expression level of genes within cytokine specific modules are compared within tran-
scriptional data fromMDM stimulated with each stimulus, relative to unstimulated MDM (F).
(TIF)
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S10 Fig. Venn diagram and modular comparisons of TST transcriptomes in selected study
groups. Comparison of the TST transcriptional signature of healthy HIV-1 negative subjects
with clinically negative TST responses, HIV negative subjects with active TB and clinically pos-
itive TST responses and HIV-1 infected subjects with active TB and clinically negative TSTs,
relative to saline controls is shown in (A) a Venn diagram, and for (B) cell-type and stimulus
specific transcriptional modules. Data points represent median ±IQR. Single asterisk indicates
statistically significant difference to HIV-1 negative patients with active TB. Double asterix
indicates statistically significant difference to both groups of HIV-1 negative cases. (C) Cell-
type and stimulus specific transcriptional modules in the TST transcriptome of HIV-1 seroneg-
ative patients with active TB and HIV-1 infected patients with TB-IRIS are compared relative
to data from saline controls. Data points represent median ±IQR, p<0.05 MannWhitney test.
(TIF)
S11 Fig. Correlation of type 1:2 IFN modules with IL10 modules and IL10 expression in
type 1 IFN-stimulated MDM. (A) Scatter plot of type 1:2 IFN module score ratios and IL10
module score for three separate IL10 modules within the TST transcriptome of all non-IRIS
HIV+ve patients with active TB. Module scores represent log ratio of geometric mean of gene
expression for each module within TST compared to saline biopsies. Correlation coefficient
(r2) and p-value are indicated for each regression line. (B) Quantitation of IL10 expression in
MDM cultures ±stimuli indicated using qPCR or (C) ELISA of culture supernatants. (D) qPCR
quantitation of IFI16 in MDM cultures ±stimuli indicated. All qPCR data normalised to
GAPDH. (Bars indicate mean ±SEM, n = 4, p<0.05 unpaired t-test).
(TIF)
S12 Fig. Comparison of TST transcriptomes in non-IRIS HIV-1 infected study groups with
clinically positive and negative TSTs. The TST signature in HIV+ve/TST+ve unmasking
TB-IRIS (n = 3) and non-IRIS cases (n = 9), relative to the mean of saline controls (n = 8), are
compared by (A) Venn diagram, and (B) scatter plot of median gene expression showing corre-
lation (r2) and covariance (slope), highlighting the genes that show statistically significant
expression in red, and corrected p value for statistically enriched functional pathways in these
genes (C). Red bars indicate pathways associated with Th2 Tcell responses. Dotted line indi-
cates–log10 p value of 1.3 equivalent to p<0.05.
(TIF)
S1 Table. Inclusion and exclusion criteria and description of study groups.
(DOCX)
S2 Table. Table of accession numbers for all array data within ArrayExpress.
(DOCX)
S1 File. Transcriptional factor binding site enrichment analysis.
(XLSX)
S2 File. Genes associated with enriched pathways in Figs 1D, 4C and 5C.
(XLSX)
S3 File. Cell type specific gene expression modules.
(XLSX)
S4 File. Stimulus specific gene expression modules.
(XLSX)
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 21 / 25
Author Contributions
Conceived and designed the experiments: LCKB GP RFM KDMN. Performed the experi-
ments: LCKB GPMP GST RJL JR RM AR. Analyzed the data: LCKB GP JR MN. Contributed
reagents/materials/analysis tools: GP BMC. Wrote the paper: LCKB GP RFM BMC KDMN.
References
1. WHO.WHO | Global tuberculosis report 2014 [Internet]. World Health Organisation; 2014. Available:
http://www.who.int/tb/publications/global_report/en/
2. Getahun H, Gunneberg C, Granich R, Nunn P. HIV Infection–Associated Tuberculosis: The Epidemiol-
ogy and the Response. Clin Infect Dis. 2010; 50: S201–S207. doi: 10.1086/651492 PMID: 20397949
3. Sonnenberg P, Glynn JR, Fielding K, Murray J, Godfrey-Faussett P, Shearer S. How soon after infec-
tion with HIV does the risk of tuberculosis start to increase? A retrospective cohort study in South Afri-
can gold miners. J Infect Dis. 2005; 191: 150–158. doi: 10.1086/426827 PMID: 15609223
4. Naing C, Mak JW, Maung M, Wong SF, Kassim AIBM. Meta-analysis: the association between HIV
infection and extrapulmonary tuberculosis. Lung. 2013; 191: 27–34. doi: 10.1007/s00408-012-9440-6
PMID: 23180033
5. Bustamante J, Boisson-Dupuis S, Abel L, Casanova J-L. Mendelian susceptibility to mycobacterial dis-
ease: genetic, immunological, and clinical features of inborn errors of IFN-γ immunity. Semin Immunol.
2014; 26: 454–470. doi: 10.1016/j.smim.2014.09.008 PMID: 25453225
6. Sester M, Sotgiu G, Lange C, Giehl C, Girardi E, Migliori GB, et al. Interferon-γ release assays for the
diagnosis of active tuberculosis: a systematic review and meta-analysis. Eur Respir J. 2011; 37: 100–
111. doi: 10.1183/09031936.00114810 PMID: 20847080
7. Metcalfe JZ, Everett CK, Steingart KR, Cattamanchi A, Huang L, Hopewell PC, et al. Interferon-γ
release assays for active pulmonary tuberculosis diagnosis in adults in low- and middle-income coun-
tries: systematic review and meta-analysis. J Infect Dis. 2011; 204 Suppl 4: S1120–1129. doi: 10.1093/
infdis/jir410 PMID: 21996694
8. Elkington PT, D’Armiento JM, Friedland JS. Tuberculosis immunopathology: the neglected role of
extracellular matrix destruction. SciTranslMed. 2011; 3. doi: 10.1126/scitranslmed.3001847
9. Elkington PT, Friedland JS. Permutations of time and place in tuberculosis. Lancet Infect Dis. 2015;
doi: 10.1016/S1473-3099(15)00135-8
10. Tobin DM, Roca FJ, Oh SF, McFarland R, Vickery TW, Ray JP, et al. Host genotype-specific therapies
can optimize the inflammatory response to mycobacterial infections. Cell. 2012; 148: 434–446. doi: 10.
1016/j.cell.2011.12.023 PMID: 22304914
11. Mayer-Barber KD, Andrade BB, Oland SD, Amaral EP, Barber DL, Gonzales J, et al. Host-directed ther-
apy of tuberculosis based on interleukin-1 and type I interferon crosstalk. Nature. 2014; 511: 99–103.
doi: 10.1038/nature13489 PMID: 24990750
12. Gideon HP, Phuah J, Myers AJ, Bryson BD, Rodgers MA, Coleman MT, et al. Variability in Tuberculosis
Granuloma T Cell Responses Exists, but a Balance of Pro- and Anti-inflammatory Cytokines Is Associ-
ated with Sterilization. PLoS Pathog. 2015; 11: e1004603. doi: 10.1371/journal.ppat.1004603 PMID:
25611466
13. Berry MPR, Graham CM, McNab FW, Xu Z, Bloch SAA, Oni T, et al. An interferon-inducible neutrophil-
driven blood transcriptional signature in human tuberculosis. Nature. 2010; 466: 973–977. doi: 10.
1038/nature09247 PMID: 20725040
14. Geldmacher C, Ngwenyama N, Schuetz A, Petrovas C, Reither K, Heeregrave EJ, et al. Preferential
infection and depletion of Mycobacterium tuberculosis-specific CD4 T cells after HIV-1 infection. J Exp
Med. 2010; 207: 2869–2881. doi: 10.1084/jem.20100090 PMID: 21115690
15. Deeks SG, Tracy R, Douek DC. Systemic effects of inflammation on health during chronic HIV infection.
Immunity. 2013; 39: 633–645. doi: 10.1016/j.immuni.2013.10.001 PMID: 24138880
16. Sandler NG, Bosinger SE, Estes JD, Zhu RTR, Tharp GK, Boritz E, et al. Type I interferon responses in
rhesus macaques prevent SIV infection and slow disease progression. Nature. 2014; 511: 601–605.
doi: 10.1038/nature13554 PMID: 25043006
17. Towers GJ, Noursadeghi M. Interactions between HIV-1 and the cell-autonomous innate immune sys-
tem. Cell Host Microbe. 2014; 16: 10–18. doi: 10.1016/j.chom.2014.06.009 PMID: 25011104
18. Tadokera R, Meintjes G, Skolimowska KH,Wilkinson KA, Matthews K, Seldon R, et al. Hypercytokinae-
mia accompanies HIV-tuberculosis immune reconstitution inflammatory syndrome. Eur Respir J. 2011;
37: 1248–1259. doi: 10.1183/09031936.00091010 PMID: 20817712
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 22 / 25
19. Lai RPJ, Meintjes G, Wilkinson KA, Graham CM, Marais S, Van der Plas H, et al. HIV-tuberculosis-
associated immune reconstitution inflammatory syndrome is characterized by Toll-like receptor and
inflammasome signalling. Nat Commun. 2015; 6: 8451. doi: 10.1038/ncomms9451 PMID: 26399326
20. Kaufmann SHE, Lange C, Rao M, Balaji KN, Lotze M, Schito M, et al. Progress in tuberculosis vaccine
development and host-directed therapies—a state of the art review. Lancet Respir Med. 2014; 2: 301–
320. doi: 10.1016/S2213-2600(14)70033-5 PMID: 24717627
21. Zumla A, Chakaya J, Hoelscher M, Ntoumi F, Rustomjee R, Vilaplana C, et al. Towards host-directed
therapies for tuberculosis. Nat Rev Drug Discov. 2015; doi: 10.1038/nrd4696
22. Bloom CI, Graham CM, Berry MPR, Wilkinson KA, Oni T, Rozakeas F, et al. Detectable changes in the
blood transcriptome are present after two weeks of antituberculosis therapy. PloS One. 2012; 7. doi:
10.1371/journal.pone.0046191
23. Cliff JM, Lee J-S, Constantinou N, Cho J-E, Clark TG, Ronacher K, et al. Distinct phases of blood gene
expression pattern through tuberculosis treatment reflect modulation of the humoral immune response.
J Infect Dis. 2013; 207: 18–29. doi: 10.1093/infdis/jis499 PMID: 22872737
24. Lin PL, Ford CB, Coleman MT, Myers AJ, Gawande R, Ioerger T, et al. Sterilization of granulomas is
common in active and latent tuberculosis despite within-host variability in bacterial killing. Nat Med.
2013; doi: 10.1038/nm.3412
25. ColemanMT, Chen RY, Lee M, Lin PL, Dodd LE, Maiello P, et al. PET/CT imaging reveals a therapeutic
response to oxazolidinones in macaques and humans with tuberculosis. Sci Transl Med. 2014; 6:
265ra167. doi: 10.1126/scitranslmed.3009500 PMID: 25473035
26. Chen RY, Dodd LE, Lee M, Paripati P, Hammoud DA, Mountz JM, et al. PET/CT imaging correlates
with treatment outcome in patients with multidrug-resistant tuberculosis. Sci Transl Med. 2014; 6:
265ra166. doi: 10.1126/scitranslmed.3009501 PMID: 25473034
27. Deck F, Guld J. TheWHO tuberculin test. Bull Int Union Tuberc. 1964; 34: 53–70. PMID: 5889520
28. Pai M, Denkinger CM, Kik SV, Rangaka MX, Zwerling A, Oxlade O, et al. Gamma interferon release
assays for detection of Mycobacterium tuberculosis infection. Clin Microbiol Rev. 2014; 27: 3–20. doi:
10.1128/CMR.00034-13 PMID: 24396134
29. Tomlinson GS, Cashmore TJ, Elkington PTG, Yates J, Lehloenya RJ, Tsang J, et al. Transcriptional
profiling of innate and adaptive human immune responses to mycobacteria in the tuberculin skin test.
Eur J Immunol. 2011; 41: 3253–3260. doi: 10.1002/eji.201141841 PMID: 21805471
30. Kerkhoff AD, Kranzer K, Samandari T, Nakiyingi-Miiro J, Whalen CC, Harries AD, et al. Systematic
review of TST responses in people living with HIV in under-resourced settings: implications for isoniazid
preventive therapy. PloS One. 2012; 7: e49928. doi: 10.1371/journal.pone.0049928 PMID: 23209621
31. Flynn JL, Goldstein MM, Chan J, Triebold KJ, Pfeffer K, Lowenstein CJ, et al. Tumor necrosis factor-
alpha is required in the protective immune response against Mycobacterium tuberculosis in mice.
Immunity. 1995; 2: 561–572. PMID: 7540941
32. Zhu J, Yamane H, Paul WE. Differentiation of effector CD4 T cell populations (*). AnnuRevImmunol.
2010; 28: 445–489. doi: 10.1146/annurev-immunol-030409-101212
33. Bowdish DME, Sakamoto K, Kim M-J, Kroos M, Mukhopadhyay S, Leifer CA, et al. MARCO, TLR2, and
CD14 are required for macrophage cytokine responses to mycobacterial trehalose dimycolate and
Mycobacterium tuberculosis. PLoS Pathog. 2009; 5: e1000474. doi: 10.1371/journal.ppat.1000474
PMID: 19521507
34. Tomlinson G, Chimalapati S, Pollard T, Lapp T, Cohen J, Camberlein E, et al. TLR-mediated inflamma-
tory responses to Streptococcus pneumoniae are highly dependent on surface expression of bacterial
lipoproteins. J Immunol Baltim Md 1950. 2014; 193: 3736–3745. doi: 10.4049/jimmunol.1401413
35. Kim M-J, Wainwright HC, Locketz M, Bekker L-G, Walther GB, Dittrich C, et al. Caseation of human
tuberculosis granulomas correlates with elevated host lipid metabolism. EMBOMol Med. 2010; 2: 258–
274. doi: 10.1002/emmm.201000079 PMID: 20597103
36. Hillyer P, Male D. Expression of chemokines on the surface of different human endothelia. Immunol
Cell Biol. 2005; 83: 375–382. doi: 10.1111/j.1440-1711.2005.01345.x PMID: 16033532
37. Lapp T, Zaher SS, Haas CT, Becker DL, Thrasivoulou C, Chain BM, et al. Identification of Therapeutic
Targets of Inflammatory Monocyte Recruitment to Modulate the Allogeneic Injury to Donor Cornea.
Invest Ophthalmol Vis Sci. 2015; 56: 7250–7259. doi: 10.1167/iovs.15-16941 PMID: 26544793
38. Luetkemeyer AF, Charlebois ED, Flores LL, Bangsberg DR, Deeks SG, Martin JN, et al. Comparison of
an interferon-gamma release assay with tuberculin skin testing in HIV-infected individuals. Am J Respir
Crit Care Med. 2007; 175: 737–742. doi: 10.1164/rccm.200608-1088OC PMID: 17218620
39. Rangaka MX, Wilkinson KA, Seldon R, Van CutsemG, Meintjes GA, Morroni C, et al. Effect of HIV-1
infection on T-Cell-based and skin test detection of tuberculosis infection. Am J Respir Crit Care Med.
2007; 175: 514–520. doi: 10.1164/rccm.200610-1439OC PMID: 17158278
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 23 / 25
40. Vallabhapurapu S, Karin M. Regulation and function of NF-kappaB transcription factors in the immune
system. Annu Rev Immunol. 2009; 27: 693–733. doi: 10.1146/annurev.immunol.021908.132641 PMID:
19302050
41. O’Shea JJ, Schwartz DM, Villarino AV, Gadina M, McInnes IB, Laurence A. The JAK-STAT pathway:
impact on human disease and therapeutic intervention. Annu Rev Med. 2015; 66: 311–328. doi: 10.
1146/annurev-med-051113-024537 PMID: 25587654
42. Murray PJ. Understanding and exploiting the endogenous interleukin-10/STAT3-mediated anti-inflam-
matory response. Curr Opin Pharmacol. 2006; 6: 379–386. doi: 10.1016/j.coph.2006.01.010 PMID:
16713356
43. Carey AJ, Tan CK, Ulett GC. Infection-induced IL-10 and JAK-STAT: A review of the molecular circuitry
controlling immune hyperactivity in response to pathogenic microbes. JAK-STAT. 2012; 1: 159–167.
doi: 10.4161/jkst.19918 PMID: 24058765
44. Redford PS, Murray PJ, O’Garra A. The role of IL-10 in immune regulation during M. tuberculosis infec-
tion. Mucosal Immunol. 2011; 4: 261–270. doi: 10.1038/mi.2011.7 PMID: 21451501
45. Cilfone NA, Perry CR, Kirschner DE, Linderman JJ. Multi-Scale Modeling Predicts a Balance of Tumor
Necrosis Factor-α and Interleukin-10 Controls the Granuloma Environment during Mycobacterium
tuberculosis Infection. PLoS ONE. 2013; 8: e68680. doi: 10.1371/journal.pone.0068680 PMID:
23869227
46. Tomlinson GS, Bell LCK, Walker NF, Tsang J, Brown JS, Breen R, et al. HIV-1 Infection of Macro-
phages Dysregulates Innate Immune Responses to Mycobacterium tuberculosis by Inhibition of Inter-
leukin-10. J Infect Dis. 2014; 209: 1055–1065. doi: 10.1093/infdis/jit621 PMID: 24265436
47. Teles RMB, Graeber TG, Krutzik SR, Montoya D, Schenk M, Lee DJ, et al. Type I interferon suppresses
type II interferon-triggered human anti-mycobacterial responses. Science. 2013; 339: 1448–1453. doi:
10.1126/science.1233665 PMID: 23449998
48. Harada H, Takahashi E, Itoh S, Harada K, Hori TA, Taniguchi T. Structure and regulation of the human
interferon regulatory factor 1 (IRF-1) and IRF-2 genes: implications for a gene network in the interferon
system. Mol Cell Biol. 1994; 14: 1500–1509. PMID: 7507207
49. Badri M, Wilson D, Wood R. Effect of highly active antiretroviral therapy on incidence of tuberculosis in
South Africa: a cohort study. Lancet Lond Engl. 2002; 359: 2059–2064. doi: 10.1016/S0140-6736(02)
08904-3
50. Lawn SD, Wilkinson RJ, Lipman MC, Wood R. Immune reconstitution and “unmasking” of tuberculosis
during antiretroviral therapy. AmJRespirCrit Care Med. 2008; 177: 680–685. doi: 10.1164/rccm.
200709-1311PP
51. Bell LCK, Breen R, Miller RF, Noursadeghi M, Lipman M. Paradoxical reactions and immune reconstitu-
tion inflammatory syndrome in tuberculosis. Int J Infect Dis IJID Off Publ Int Soc Infect Dis. 2015; 32:
39–45. doi: 10.1016/j.ijid.2014.12.030
52. Elliott JH, Vohith K, Saramony S, Savuth C, Dara C, Sarim C, et al. Immunopathogenesis and diagnosis
of tuberculosis and tuberculosis-associated immune reconstitution inflammatory syndrome during early
antiretroviral therapy. J Infect Dis. 2009; 200: 1736–1745. doi: 10.1086/644784 PMID: 19874177
53. Kirenga BJ, Worodria W, Massinga-Loembe M, Nalwoga T, Manabe YC, Kestens L, et al. Tuberculin
skin test conversion among HIV patients on antiretroviral therapy in Uganda. Int J Tuberc Lung Dis Off
J Int Union Tuberc Lung Dis. 2013; 17: 336–341. doi: 10.5588/ijtld.12.0298
54. Meintjes G, Lawn SD, Scano F, Maartens G, French MA, Worodria W, et al. Tuberculosis-associated
immune reconstitution inflammatory syndrome: case definitions for use in resource-limited settings.
Lancet Infect Dis. 2008; 8: 516–523. doi: 10.1016/S1473-3099(08)70184-1 PMID: 18652998
55. Gao Y, Nish SA, Jiang R, Hou L, Licona-Limón P, Weinstein JS, et al. Control of T helper 2 responses
by transcription factor IRF4-dependent dendritic cells. Immunity. 2013; 39: 722–732. doi: 10.1016/j.
immuni.2013.08.028 PMID: 24076050
56. Morán-Mendoza O, Tello-Zavala MC, Rivera-Camarillo M, Ríos-Meza Y. Comparison of different meth-
ods and times for reading the tuberculin skin test. Int J Tuberc Lung Dis. 2013; 17: 1273–1278. doi: 10.
5588/ijtld.13.0147 PMID: 24025377
57. Cooper AM, Dalton DK, Stewart TA, Griffin JP, Russell DG, Orme IM. Disseminated tuberculosis in
interferon gamma gene-disrupted mice. J Exp Med. 1993; 178: 2243–2247. PMID: 8245795
58. Nightingale SD, Byrd LT, Southern PM, Jockusch JD, Cal SX, Wynne BA. Incidence of Mycobacterium
avium-intracellulare complex bacteremia in human immunodeficiency virus-positive patients. J Infect
Dis. 1992; 165: 1082–1085. PMID: 1349906
59. Akolo C, Adetifa I, Shepperd S, Volmink J. Treatment of latent tuberculosis infection in HIV infected per-
sons. Cochrane Database Syst Rev. 2010; CD000171. doi: 10.1002/14651858.CD000171.pub3 PMID:
20091503
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 24 / 25
60. Wassermann R, Gulen MF, Sala C, Perin SG, Lou Y, Rybniker J, et al. Mycobacterium tuberculosis Dif-
ferentially Activates cGAS- and Inflammasome-Dependent Intracellular Immune Responses through
ESX-1. Cell Host Microbe. 2015; 17: 799–810. doi: 10.1016/j.chom.2015.05.003 PMID: 26048138
61. McNab FW, Ewbank J, Howes A, Moreira-Teixeira L, Martirosyan A, Ghilardi N, et al. Type I IFN
induces IL-10 production in an IL-27-independent manner and blocks responsiveness to IFN-γ for pro-
duction of IL-12 and bacterial killing in Mycobacterium tuberculosis-infected macrophages. J Immunol
Baltim Md 1950. 2014; 193: 3600–3612. doi: 10.4049/jimmunol.1401088
62. Meintjes G, Wilkinson RJ, Morroni C, Pepper DJ, Rebe K, Rangaka MX, et al. Randomized placebo-
controlled trial of prednisone for paradoxical tuberculosis-associated immune reconstitution inflamma-
tory syndrome. AIDS Lond Engl. 2010; 24: 2381–2390. doi: 10.1097/QAD.0b013e32833dfc68
63. Meintjes G, Skolimowska KH, Wilkinson KA, Matthews K, Tadokera R, Conesa-Botella A, et al. Cortico-
steroid-modulated immune activation in the tuberculosis immune reconstitution inflammatory syn-
drome. Am J Respir Crit Care Med. 2012; 186: 369–377. doi: 10.1164/rccm.201201-0094OC PMID:
22700860
64. Breuer K, Foroushani AK, Laird MR, Chen C, Sribnaia A, Lo R, et al. InnateDB: systems biology of
innate immunity and beyond—recent updates and continuing curation. Nucleic Acids Res. 2012; doi:
10.1093/nar/gks1147
65. Kwon AT, Arenillas DJ, Worsley Hunt R, WassermanWW. oPOSSUM-3: advanced analysis of regula-
tory motif over-representation across genes or ChIP-Seq datasets. G3 Bethesda Md. 2012; 2: 987–
1002. doi: 10.1534/g3.112.003202
66. Pruitt KD, Brown GR, Hiatt SM, Thibaud-Nissen F, Astashyn A, Ermolaeva O, et al. RefSeq: an update
on mammalian reference sequences. Nucleic Acids Res. 2014; 42: D756–763. doi: 10.1093/nar/
gkt1114 PMID: 24259432
67. Kelly EK, Wang L, Ivashkiv LB. Calcium-activated pathways and oxidative burst mediate zymosan-
induced signaling and IL-10 production in human macrophages. JImmunol. 2010; 184: 5545–5552. doi:
10.4049/jimmunol.0901293
68. Das A, Ellis G, Pallant C, Lopes AR, Khanna P, Peppa D, et al. IL-10-producing regulatory B cells in the
pathogenesis of chronic hepatitis B virus infection. J Immunol Baltim Md 1950. 2012; 189: 3925–3935.
doi: 10.4049/jimmunol.1103139
In Vivo Effects of HIV-1 in Active Tuberculosis
PLOS Pathogens | DOI:10.1371/journal.ppat.1005469 March 17, 2016 25 / 25
